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ABSTRACT		
Medical	interpreters	are	important	in	the	healthcare	community.	Many	studies	have	focused	on	
the	consequences	of	not	having	an	interpreter.	A	variety	of	problems	can	be	caused	by	
"language	brokering"	when	no	interpreter	is	available.	These	studies	will	be	discussed	in	the	
literature	review.	Many	states	have	requirements	to	become	certified	as	an	interpreter,	and	the	
selection	criteria	is	what	makes	a	person	a	“good”	interpreter.	Previous	research,	such	as	that	by	
Chan	et	al.,	has	shown	how	different	styles	of	interpreting	can	affect	the	quality	of	health	care.	
This	study	focuses	on	how	healthcare	personnel	and	their	patients	view	different	styles	of	
interpreting,	and	if	healthcare	workers	would	take	the	opportunity	to	learn	Spanish	if	given	the	
chance.	When	possible,	healthcare	workers	and	patients	typically	prefer	an	in-person	
interpreter,	but	cost	and	time	can	be	barriers.	When	no	in-person	interpreter	is	available,	video	
interpreting	serves	as	a	good	alternative	because	it	still	allows	the	interpreter	to	evaluate	the	
body	language	of	the	patient.	However,	the	interpreter	objectivity	should	be	maintained	and	not	
blocking	anyone	from	communicating	appropriately.	Telephonic	interpreting	still	serves	as	an	
affordable	option,	and	many	healthcare	workers	know	how	to	use	it	and	have	used	it	in	the	past.	
If	Spanish	classes	were	a	part	of	healthcare	training,	it	appears	that	healthcare	workers	would	
choose	to	take	them.	The	conclusions	that	I	draw	from	my	investigation	yield	insights	into	the	
importance	of	certified	interpreters	in	a	healthcare	setting.		
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Chapter	I		
Introduction		
I.	Aims	
In	this	study,	I	will	address	the	opinions	of	healthcare	workers	about	different	style	of	
interpreters	(such	as	remote	video	interpreting,	telephonic	medical	interpreting,	and	in-person	
interpreting)	in	medical	clinics	in	the	Gulf	South.	I	first	began	questioning	the	need	for	
understanding	preferences	for	interpreting	modes	as	I	was	shadowing	in	a	hospital	in	
Birmingham,	Alabama,	and	a	remote	video	interpreter	was	brought	in	because	the	emergency	
department	does	not	have	an	in-person	interpreter	during	the	night	shifts.	While	there	were	no	
problems	with	the	interpreter	or	the	mode,	it	led	me	to	question	if	there	could	be	difficulties	and	
if	patients	had	a	preference	over	one	mode	or	another.		
	 Several	studies	mention	the	importance	of	having	medical	interpreters	available	(the	
literature	review	will	discuss	the	significant	differences	between	translators	and	interpreters).	
For	example,	Chan	et	al.	discusses	the	consequences	of	not	having	an	interpreter	available.	A	
variety	of	problems	can	be	caused	by	"language	brokering"	(definition	on	p.	9)	when	no	
interpreter	is	available.	Different	modes	may	be	used	in	different	situations	and/or	different	
locations.	Many	states	have	requirements	to	become	certified	as	an	interpreter,	and	the	
selection	criteria	are	what	makes	a	person	a	“good”	interpreter.	Previous	research,	such	as	that	
by	Chan	et	al.,	has	shown	how	different	styles	of	interpreting	can	affect	the	quality	of	health	
care.		
	 My	general	hypothesis	is	that	healthcare	employees	and	patients	are	more	likely	to	
prefer	in-person	interpreters,	as	compared	to	online	or	remote	interpreting.	I	included	eight	
main	questions	in	my	survey	to	determine	what	is	“good”	or	"bad"	about	online/remote	
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video/telephonic	interpreting,	and	if	given	a	choice,	would	the	participants	prefer	online	or	in-
person	interpreting.	Participants	were	also	asked	which	modes	of	interpreting	they	had	heard	of	
or	had	used	and	if	they	knew	how	to	use	online	medical	interpreting.	I	also	asked	their	opinion	
about	taking	classes	in	Spanish	if	given	the	option.	I	believed	that	participants	would	say	that	
online	programs	are	good,	but	that	participants	would	still	choose	in-person	versus	online	if	
given	the	option.	My	hypothesis	is	that	they	would	prefer	in-person	interpreting	because	they	
would	have	more	confidence	in	a	physical	person	in	the	room	with	them.		
	 I	discovered	from	my	survey	that	participants	did	prefer	in-person	interpreters	when	
available,	but	they	understood	that	using	different	styles	of	interpreting	such	as	telephonic	or	
video	is	better	than	using	no	certified	interpreter.	They	saw	both	the	positives	and	negatives	of	
online,	telephonic,	and	video	interpreting.	There	were	some	conflicting	opinions	on	which	type	
took	less	time.	Not	all	of	the	patients	had	expressed	a	preference	on	style	of	interpreting	used,	
but,	those	who	did,	generally	expressed	a	preference	for	an	in-person	interpreter.	Medical	
healthcare	workers	also	expressed	interest	in	taking	Spanish	classes	if	given	the	option,	but	
those	who	did	not	typically	cited	time	as	the	main	barrier.		
	 The	conclusions	that	I	draw	from	my	investigation	will	yield	insights	into	the	importance	
of	certified	interpreters	in	a	healthcare	setting.	When	possible,	healthcare	workers	and	patients	
typically	prefer	an	in-person	interpreter,	but	cost	and	time	can	be	barriers.	When	no	in-person	
interpreter	is	available,	video	interpreting	serves	as	a	good	alternative	because	it	still	allows	the	
interpreter	to	evaluate	the	body	language	of	the	patient.	However,	the	interpreter	objectivity	
should	be	maintained	and	not	blocking	anyone	from	communicating	appropriately.	Telephonic	
interpreting	still	serves	as	an	affordable	option,	and	many	healthcare	workers	know	how	to	use	
it	and	have	used	it	in	the	past.	If	Spanish	classes	were	a	part	of	healthcare	training,	it	appears	
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that	healthcare	workers	would	choose	to	take	them.	Even	with	limitations	to	this	study,	there	is	
future	research	to	be	done	on	the	subject.		
	
II.	Chapters	
This	study	begins	with	the	literature	review	in	Chapter	2,	followed	by	the	methodology	of	
my	investigation	in	Chapter	3,	describing	how	I	conducted	my	research	and	the	details	of	the	
free	clinics,	as	well	as	the	survey	population.	Chapter	4	analyzes	my	findings,	and	conclusions	in	
Chapter	5	about	the	general	significance	of	my	study	and	what	can	be	improved.		
	 Throughout	my	review,	I	will	use	a	variety	of	terms	that	should	be	defined	to	provide	
clarity.	The	terms	are	explained	below.	
	
III.	Terms	
Accuracy:	faithfully	conveys	the	meaning	of	the	source	language	orally,	reflecting	the	style,	
register,	and	cultural	context	of	the	source	message,	without	omissions,	additions	or	
embellishments	on	the	part	of	the	interpreter	(“ILR	Skill	Level	Descriptions	for	Interpretation	
Performance”)	
Ad	hoc	interpreter:	an	untrained	person	who	is	called	upon	to	interpret,	such	as	a	family	
member	interpreting	for	parents,	a	bilingual	staff	member	pulled	away	from	other	duties	to	
interpret,	or	a	self-declared	bilingual	in	a	hospital	waiting-room	who	volunteers	to	interpret	
(CHIA	Standards	&	Certification	Committee	on	Behalf	of	the	California	Healthcare	Interpreters	
Association).		
Bilingual/multilingual:	using	or	able	to	use	several	languages,	especially	with	equal	fluency	
(Definition	of	MULTILINGUAL).		
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Certification:	the	verification	of	competence	by	a	professional	organization	or	government	entity	
through	rigorous	testing	based	on	appropriate	and	consistent	criteria	(“Translators	and	
Interpreters”)		
Competence/proficiency:		the	ability	to	quickly	analyze	and	transfer	messages	between	
languages,	and	adherence	to	professional	ethics	and	standards	of	practice	(“What	Is	
Interpreting?”)		
Consecutive	interpretation:	one	mode	of	interpretation:	the	ability	to	listen	to	each	utterance	
first	and	then	proceed	to	render	it	into	another	language	(Kelly)		
Cultural	context:	influence	by	the	contemporary	context	of	community	and	family	in	addition	to	
the	ethnohistorical	and	language	contexts,	worldview	and	sociocultural	factors	of	the	particular	
culture	and	the	available	folk	and	professional	health	care	resources	(Wenger).	
First	person	interpreting:	“direct	speech”	in	which	the	interpreter	speaks	as	the	person	for	
whom	they	are	interpreting	(Angermeyer)	
In-person	interpretation:	a	face-to-face	interpreter	that	is	present	with	both	the	source	speaker	
and	physician	(Locatis	et	al.)	
Interpreter:	one	who	translates	orally	for	parties	conversing	in	different	languages	(Definition	of	
INTERPRETER).	
Interpreter	triangle:	the	interaction	among	the	provider,	patient	and	interpreter	(Faust	and	
Drickey).		
Language	brokering:	a	practice	in	which	someone	facilitates	communication	between	two	
linguistically	and/or	culturally	different	parties	(Tse).	
Mode	of	interpretation:	consecutive,	simultaneous,	first,	or	third	person	(International	Medical	
Interpreters	Association	and	Education	Development	Center,	Inc.)	
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Simultaneous	interpretation:	one	mode	of	interpretation:	the	process	of	listening	to,	
comprehending,	and	instantaneously	translating	a	speaker's	statements	into	another	language	
(Kelly).		
Style	of	interpretation:	different	possible	channels	of	interpretation,	such	as	remote	video,	
telephonic,	in-person,	or	online	interpreting.		
Target	language:	the	language	in	which	the	interpreter	is	intending	to	get	his/her	certification	
(National	Board	of	Certification	for	Medical	Interpreters).	
Telephonic	interpretation:	interpretation	provided	via	telephone	for	two	individuals	who	do	not	
speak	the	same	language.	(Kelly).		
Oral	Proficiency	Interview	(OPI):	a	conversation	in	which	a	candidates	converses	with	a	certified	
tester;	a	reliable	test	to	examine	how	well	the	candidates	speaks	the	languages	under	
examination	(Oral	Proficiency	Assessments	(Including	OPI	&	OPIc)	|	ACTFL).		
Third	person	interpreting:	“indirect	speech”	in	which	the	interpreters	speaks	about	the	source	
speaker,	referring	to	the	source	speaker	as	he	or	she	(Angermeyer).	
Translator:	one	who	transfers	or	turns	one	set	of	written	symbols	into	another	(Definition	of	
TRANSLATOR).	
Video	remote	interpreting:	a	specialized	service	that	relies	on	a	high-speed	internet	connection	
and	a	camera-equipped	device	to	connect	a	remote	interpreter	with	a	health	provider	and	a	
patient	to	facilitate	their	communication	(Kushalnagar	et	al.)	
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Chapter	II	
Literature	Review		
I.	Introduction	
After	spending	three	years	volunteering	in	hospitals	and	clinics	around	the	South,	I	
noticed	that	it	is	necessary	to	have	an	interpreter	readily	available	in	medical	settings.	However,	
there	are	many	options	when	it	comes	to	choosing	an	interpreter	because	there	are	several	
different	modes	and	styles	of	interpretation,	with	several	qualifications	necessary	to	become	
certified	as	an	interpreter	in	any	of	these	modes	or	styles.	If	no	interpreter	is	available,	some	
hospitals	or	clinics	may	result	to	language	brokering,	in	which	someone	who	is	not	certified	may	
assist	in	interpreting	(Tse).	However,	research	shows	that	this	practice	could	prove	harmful	in	a	
healthcare	setting	(Aitken).	This	chapter	will	provide	a	comprehensive	background	on	the	
importance	of	a	competent	interpreter	and	what	it	takes	to	become	one.	It	is	separated	by	
themes	to	provide	a	complete	review	of	different	topics	surround	interpreting	and	its	different	
styles.		
	 	
II.	Interpretation	vs.	Translation	
The	main	difference	between	an	interpreter	and	a	translator	is	in	the	modality	of	the	
work	that	is	to	be	converted	to	another	language.	As	noted	in	the	definitions	in	Chapter	1,	a	
translator	is	trained	to	convert	written	text,	while	an	interpreter	is	trained	to	convert	oral	text.	
This	thesis	analysis	will	focus	on	interpreters	as	the	language	converting	is	primarily	oral	in	
healthcare	settings.	
Certain	characteristics	make	a	“good”	interpreter,	one	who	is	competent	or	proficient	in	
converting	one	language	to	another.	The	National	Code	of	Ethics	for	Healthcare	Interpreters	
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posits	that	“interpreters	strive	to	render	the	message	accurately,	conveying	the	content	and	
spirit	of	the	original	message,	taking	into	consideration	the	cultural	context”	(The	National	
Council	of	Interpreting	in	Health	Care).	Cultural	context	is	important	in	a	healthcare	setting	
because	it	can	affect	the	perceived	quality	of	care.	Doctors	are	trained	to	be	respectful	and	
culturally	sensitive,	but	it	is	possible	to	be	unaware	of	cultural	customs	or	values.	It	is	the	job	of	
the	trained	interpreter	to	overcome	some	of	these	barriers.	In	a	report	assessing	language	
barriers	in	a	Boston	hospital,	Ginde	et	al.	state	that	“Interpreter	type	has	an	impact	on	the	
medical	experience;	a	professionally	trained	interpreter	is	medically,	linguistically,	and	culturally	
competent,	providing	the	best	interpretation	for	a	medical	encounter	with	a	language	barrier”	
(Ginde	et	al.,	2).	An	interpreter	must	be	trained	in	these	different	areas	(medicine,	linguistics,	
culture)	in	order	to	provide	quality	care.		
Several	studies	(for	example,	Kamimura	et	al	and	Ginde	et	al.)	have	shown	higher	levels	
of	satisfaction	of	Spanish	speaking	patients	of	those	who	used	interpreters	compared	to	those	
who	did	not.	The	patients’	perception	of	their	healthcare	can	be	affected	by	the	competence	of	
the	interpreter.	Presently,	two	organizations	in	the	United	States	offer	official	certification	for	
medical	interpreters:	The	National	Board	of	Certification	for	Medical	Interpreters	and	the	
Certification	Commission	for	Healthcare	Interpreters	(Certification).	Jacobs	et	al.	postulate	that	
“whenever	possible,	clinicians	and	health	systems	should	seek	to	use	the	services	of	interpreters	
who	are	certified	by	these	organizations”	(78).	Jacobs	et	al.	detail	the	definition	of	a	qualified	
interpreter,	including	obeying	interpreter	ethical	principles,	demonstrating	proficiency	in	the	
original	and	converted	language,	and	interpreting	"effectively,	accurately,	and	impartially,	both	
receptively	and	expressly,	to	and	from	such	language(s)	and	English,	using	any	necessary	
specialized	vocabulary	and	phraseology”	(Jacobs	et	al.	78).	Interpreters	must	be	proficient	in	
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both	languages	in	order	to	transmit	the	intended	message	accurately,	and	this	includes	being	
knowledgeable	about	different	phrases	and	specific	vocabulary.	Jacobs	et	al.	do	suggest	that	this	
definition	applies	to	an	interpreter	who	may	be	interpreting	in	person	or	remotely.	In	the	next	
section,	I	investigate	what	kind	of	online	programs	are	available	and	details	about	them.	
		
III.	Styles	of	Interpretation	
Interpreters	may	operate	over	the	telephone	or	may	operate	over	video	chat.	However,	
studies	have	shown	that	patients	do	not	feel	equally	about	these	three	types	of	interpreting	(in	
person,	telephone,	video).	Furthermore,	unofficial	forms	of	translating,	such	as	programs	such	as	
Google	Translate,	must	be	reviewed	as	well.	Locatis	et	al.	state	that	their	data	suggest	that	there	
is	a	“distinct	order	of	preference	from	in-person,	to	videoconference	to	phone”	(349).	They	
believe	that	part	of	the	preference	can	be	due	to	the	quality	of	the	call	or	video,	indicating	that	
“both	remote	methods	had	technical	problems,	but	there	were	more	complaints	about	
telephone	quality	rather	than	video,”	(349)	and	speculating	that	video	allows	lip	reading	of	an	
interlocutor,	which	cannot	be	done	telephonically.	Jacobs	et	al.	found	that	“problems	cited	with	
telephonic	interpretation	include	inadequate	clarity	of	sound,	the	inability	of	the	interpreter	to	
respond	to	visual	cues	from	the	patient	and	clinician,	and	cultural	barriers	in	which	some	
patients	are	not	comfortable	speaking	with	an	unknown	voice”	(79).	One	publication	by	Roter	et	
al,	discussed	the	importance	of	visual	cues,	namely	eye	contact.	Specifically,	they	described	how	
greater	eye	contact	helps	the	provider	better	interpret	emotional	cues,	and	how	eye	contact	can	
enhance	listening	skills,	and	therefore	the	ability	to	understand	both	verbal	and	nonverbal	cues	
of	distress	better	(Roter	et	al.)		Google	Translate	and	programs	similar	have	been	used	as	an	
alternative	when	no	other	form	of	interpreter	is	available.	However,	one	publication	notes	that	
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this	translation	engine	is	“far	from	able	to	produce	error-free	text”	(Groves	and	Mundt	112).	
Furthermore,	a	study	by	clinical	fellows	found	that	Google	Translate	was	only	accurate	in	57.7%	
of	cases	when	being	used	for	medical	translation	and	should	not	be	trusted	for	effective	or	
accurate	communication	(Patil	and	Davies).	Quality	differences	can	also	be	noted	simply	by	the	
type	of	patient	with	whom	the	communication	is	intended.	“A	face-to-face	interpreter,	rather	
than	telephonic	interpreting,	is	particularly	important	in	mental	health	settings,	for	
communicating	with	patients	who	are	hard-of-hearing,	for	patient	education	that	includes	visual	
components,	and	when	communicating	with	children”	(Jacobs	et	al.,	79).	There	are	also	certain	
standards	for	video	remote	interpreting:	it	should	be	used	by	a	qualified	interpreter,	include	
real-time,	full-motion	video	and	audio,	high-quality	video	images,	a	sharp	image	large	enough	to	
show	the	faces	of	individuals	involved,	a	clear	audio	transmission,	and	adequate	training	for	
users	(Jacobs	et	al.).	Depending	on	the	situation,	it	may	be	more	important	to	have	an	in-person	
interpreter	rather	than	a	remote	interpreter.	However,	it	is	not	always	possible	to	have	access	to	
a	face-to-face	interpreter.	Several	studies	investigate	if	there	is	an	obvious	higher	level	of	quality	
for	an	in-person	interpreter	compared	to	a	remote	interpreter,	or	why	someone	would	choose	a	
remote	interpreter	(Locits	et	al;	Kushalnagar	et	al.)	For	example,	Locatis	et	al.	found	that	in-
person	interpretation	was	preferred,	with	the	most	common	reasons	being	that	patients	felt	that	
it	was	more	personal,	it	was	easier	to	understand	the	interpreter,	and	they	preferred	being	able	
to	see	the	interpreter.	Kushalnagar	et	al.	notes	that	remote	interpreting	could	be	due	to	the	less	
expensive	cost,	compared	to	the	greater	expense	of	in-person	interpreting.	Some	providers	
worry	about	the	lack	of	personal	interaction	with	telephonic	and	video	interpreting.	Regarding	
telephonic	interpreting,	physicians	“were	concerned	about	the	associated	extra	time	and	
perceived	inconvenience	involved,	as	well	as	with	the	impersonal	quality	they	attributed	to	this	
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kind	of	interpreter	service”	(Gadon	et	al.	343)	One	publication	notes	that	“[Video	remote	
services]	is	impersonal.	Interpreters	are	identified	by	a	number.	Their	work	is	assessed	based	on	
the	number	of	minutes	they	are	logged	in	to	their	computer	software	and	connected”	(Alley	15).	
On	the	same	note,	the	low	cost	can	help	providers	reduce	the	amount	of	spending	on	
interpreters,	but	it	can	reduce	the	personal	interaction	as	well.	Video	remote	interpreters	are	
only	paid	for	the	amount	of	time	that	they	are	actively	being	used	and	there	are	typically	no	
cancellation	fees,	whereas	there	is	typically	a	minimum	time	cost	for	a	face-to-face	interpreter	
(Kushalnagar	et	al.).	Cost	is	only	one	of	the	several	factors	that	plays	into	the	different	options	
for	type	of	interpretation,	and	it	will	be	discussed	further	in	this	literature	review.	
		
IV.	Modes	of	interpreting		
The	different	modes	of	interpreting	include	consecutive	interpreting,	simultaneous	
interpreting,	first	person	interpreting,	and	third	person	interpreting.		
	 There	are	pros	and	cons	to	both	simultaneous	and	consecutive	interpreting.	Issues	that	
may	arise	from	simultaneous	interpreting	include	false	starts,	as	interpreters	begin	to	interpret	
the	sentence	before	having	time	to	analyze	them	(Gile).	In	the	case	of	simultaneous	interpreting,	
interpreters	are	also	more	likely	to	leave	out	a	specific	word	if	there	is	no	direct	target	language	
equivalent,	or	if	it	requires	the	use	of	multi-word	structures	because	interprets	fear	of	missing	
more	important	information	coming	from	the	source	speaker	(Gile).	Since	language	and	cultural	
difference	require	a	lot	of	decision	making,	having	to	think	of	which	verb	tense	and	level	of	
formality	immediately	may	cause	more	errors	in	simultaneous	interpreting	(Gile).	Conversely,	
consecutive	interpreting	results	in	more	omissions	of	words	that	the	interpreter	may	see	as	
unimportant	as	they	wish	to	reduce	the	large	time	behind	the	source	speaker.	Consecutive	
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interpreting	requires	the	use	of	working	memory,	and	it	can	be	overloaded,	as	the	interpreter	
has	to	lag	behind	the	speaker	(Gile).	Consecutive	interpreting	is	the	most	common	type	of	
interpreting	in	healthcare	settings,	and	interpreters	should	implore	the	use	of	note	taking	to	
ensure	that	no	vital	information	is	lost	(Kelly).		
	 According	to	the	International	Medical	Interpreters	Association,	one	of	the	indicators	of	
mastery	of	a	target	language	is	the	use	of	the	first	person	mode	of	interpreting	as	the	standard.	
However,	the	association	also	emphasizes	the	importance	to	be	able	to	switch	to	the	third	
person,	especially	if	the	first-person	form	causes	confusion	for	parties	involved	or	is	not	
culturally	appropriate	(International	Medical	Interpreters	Association	and	Education	
Development	Center,	Inc.).		
	 A	combination	of	any	of	these	methods	may	be	used	in	the	healthcare	setting,	but	first	
person	consecutive	interpreting	is	the	most	common	method	implored.		
	
V.	Ad	Hoc	Interpreting	
Lack	of	interpreter	service	can	lead	to	a	lower	level	of	quality	healthcare.	Studies	have	
shown	a	lower	level	of	satisfaction	with	a	physician	when	no	interpreter	is	available	(see,	for	
example,	Kamimura	et	al.).	Oftentimes,	when	no	interpreter	is	available,	patients	use	friends	or	
family	members	to	help	interpret.	Kamimura	et	al.	state	that	“little	is	known	about	whether	a	
patient	or	family	member	accurately	evaluates	the	need	for	an	interpreter	at	a	free	clinic	
setting”	(70),	which	can	result	in	an	interpreter	not	being	used,	even	if	it	is	necessary.	Using	ad	
hoc	interpreters,	which	typically	consists	of	friends	or	family	members,	can	prove	to	be	
potentially	detrimental	to	the	health	of	patient.	Flores	et	al.	state	that	ad	hoc	interpreters	
commit	a	“significantly	higher	proportion	of	omissions”	compared	to	professional	interpreters	
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(547).	Additionally,	the	study	revealed	that	ad	hoc	interpreters	committed	a	higher	proportion	of	
errors	that	had	possible	clinical	consequences.	Some	of	these	errors	included	not	being	told	
about	possible	adverse	side	effects	of	medications,	not	correctly	interpreting	questions	asked	by	
the	physician	to	the	patient,	not	including	or	correctly	interpreting	“key	clinical	information,”	and	
“embarrassment	by	and	tendencies	to	ignore	questions	about	menstruation,	bowel	movements,	
and	other	bodily	functions	when	the	ad	hoc	interpreters	are	children"	(551).	Misrepresenting	
information	or	not	being	able	to	provide	physicians	with	pertinent	background	information	can	
results	in	potentially	severe	clinical	consequences.	Furthermore,	they	state	that	when	
interpreter	services	are	provided,	it	is	typically	on	an	ad	hoc	basis,	and	those	with	limited	English	
proficiency	(LEP)	do	not	receive	the	same	level	of	healthcare	as	English	speakers	(Locatis	et	al.).	
While	legislation	was	passed	in	2000	requiring	the	accessibility	of	language	services,	later	
guidance	in	2003	weakened	many	of	the	language	accessibility	standards	(Flores	et	al.).	It	
allowed	“the	use	of	ad	hoc	interpreters	(including	minors)”	and	permitted	“costs	or	limited	
resources	as	mechanisms	for	essentially	opting	out	of	requirements	to	provide	meaningful	
access	to	language	services	for	limited	English	proficiency	individuals”	(Flores	et	al.,	551).	
Effectively,	this	option	provided	loopholes	for	healthcare	providers	to	cut	the	costs	of	providing	
certified	interpreters.		
Utilizing	a	certified	interpreter	results	in	higher	satisfaction,	and	also	is	important	to	
ensure	quality	physical	health	for	the	patient.	Findings	from	Gany	et	al.	showed	that	Latino	
patients	with	no	interpreter	were	less	satisfied,	and	dissatisfied	patients	were	not	as	likely	to	
follow	physician	instructions,	which	could	have	had	a	negative	effect	on	clinical	outcomes	and	
continuity	of	care	(Gany	et	al.).	The	findings	of	Jacobs	et	al.	also	support	the	idea	that	“having	a	
patient	try	to	get	by	with	limited	English,	using	untrained	bilingual	staff	or	family	members,	or	
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having	clinicians	use	their	limited	language	ability	(for	example,	high	school	Spanish)	to	
communicate	in	the	patient’s	language,	can	have	dire	consequences	both	for	the	patient	and	the	
clinician”	(70).	If	the	medical	case	is	severe,	it	is	also	difficult	to	rely	on	ad	hoc	interpreters,	
especially	children,	to	deliver	potentially	devastating	news.	In	the	case	of	children,	they	may	not	
even	fully	understand	what	is	happening.		
	
VI.	Certified	Interpreters		
	 According	to	the	American	Medical	Association,	professional	interpreters,	those	who	
have	received	training	and	certification,	“decrease	communication	errors,	increase	patient	
comprehension,	equalize	health	care	utilization,	improve	clinical	outcome,	and	increase	
satisfaction	with	communication	and	clinical	services”	(Aitken,	232).	Similarly,	another	study	
found	that	“language	barriers	in	health	care	are	associated	with	increased	costs,	decreased	
satisfaction	and	treatment	adherence,	and	increased	risks	for	harm.	Professional	interpretation	
mitigates	these	effects	yet	remains	underused”	(Lion	et	al.,	2)	The	question	is,	then,	what	is	
required	to	become	officially	certified	as	a	medical	interpreter?	The	National	Board	of	
Certification	for	Medical	Interpreters	governs	the	programs	to	become	a	certified	medical	
interpreter,	or	CMI	(National	Board	of	Certification	for	Medical	Interpreters).	This	program	
provides	certification	to	ensure	proper	and	complete	care	for	patients,	and	also	requires	
professional	development	for	five	years	after	receiving	the	original	certification.	Prerequisites	
that	must	be	met	in	order	to	be	certified	through	this	program	include	being	at	least	18	years	of	
age;	at	least	a	high	school	education	level;	medical	interpreter	education	through	a	college,	
university,	or	course	of	at	least	40	hours;	oral	proficiency	in	English,	and	oral	proficiency	in	the	
target	language	(National	Board	of	Certification	for	Medical	Interpreters).	If	one	meets	all	of	
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these	requirements	and	pays	the	$35	application	fee,	then	an	application	can	begin	to	be	
reviewed.	Additionally,	there	is	both	an	oral	and	written	test	section	that	will	be	evaluated.	The	
written	portion	is	comprised	of	51	multiple	choice	questions	covering	seven	topics:	the	role	of	
the	medical	interpreter,	medical	interpreter	ethics,	cultural	competence,	medical	terminology	in	
working	languages,	medical	specialties	in	working	languages,	interpreter	standards	of	practice,	
and	legislation	and	regulations	(National	Board	of	Certification	for	Medical	Interpreters).	The	oral	
portion	is	also	computerized,	and	applicants	are	allotted	10	minutes	to	finish	two	sight	
translation	passages	and	30	minutes	to	finish	twelve	scenarios.	The	oral	exam	covers	similar	
competencies:	mastery	of	linguistic	knowledge	of	English,	mastery	of	linguistic	knowledge	of	the	
target	language,	interpreting	knowledge	and	skills,	cultural	competence,	medical	terminology	in	
working	languages,	and	medical	specialties	in	working	languages	(National	Board	of	Certification	
for	Medical	Interpreters).	If	the	candidate	passes	the	written	exam	(with	a	$175	fee),	then	
he/she	will	be	offered	the	opportunity	to	take	the	oral	exam	for	an	additional	$275.	Additionally,	
when	one	applies	to	become	recertified,	there	is	an	additional	fee	of	$300.	If	one	does	not	
recertify,	then	the	National	Board	will	remove	his/her	credentials	(National	Board	of	Certification	
for	Medical	Interpreters).	An	oral	proficiency	interview	(OPI)	may	be	given	that	can	serve	a	
variety	of	purposes,	one	of	which	includes	language	fluency	certification.	Though	this	is	not	the	
same	as	being	certified	by	the	National	Board	of	Certification	for	Medical	Interprets,	it	could	
show	advanced	knowledge	of	the	language.	Furthermore,	the	findings	by	Locatis	et	al.	
demonstrate	that		“trained	interpreters	out	perform	ad	hoc	ones	and	can	raise	the	level	of	
clinical	care	for	LEP	patients	to	the	point	where	it	approaches	or	equals	the	care	given	when	
there	is	language	concordance”	(345-6).	While	studies	have	concluded	that	professional	medical	
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interpreters	deliver	higher	quality	of	healthcare,	it	does	seem	to	be	a	costly	and	time-consuming	
process	to	become	certified.		
	
VII.	Accuracy	in	Interpreting		
	 Accuracy	in	medical	interpreting	is	of	the	utmost	importance	because	it	could	mean	the	
difference	between	life	and	death.	Anazawa	et	al.	say	that	“accuracy	of	interpretation	is	the	
most	critical	component	of	safe	and	effective	communication	between	clinicians	and	patients	in	
medical	settings	characterized	by	language	and	cultural	barriers”	(Anazawa	et	al.,	1).	As	defined	
earlier,	accuracy	is	defined	as	faithfully	conveying	the	meaning	of	the	source	language	orally,	
reflecting	the	style,	register,	and	cultural	context	of	the	source	message,	without	omissions,	
additions	or	embellishments	on	the	part	of	the	interpreter	(“ILR	Skill	Level	Descriptions	for	
Interpretation	Performance”).	Anazawa	et	al.	stipulate	that	“in	order	to	implement	accurate	
interpretation	with	precision,	omissions,	additions,	or	substitutions	of	information	in	the	original	
message	must	be	avoided	while	maintain	transparency	based	on	an	understanding	of	the	client’s	
cultural	background”	(3).	Anazawa	et	al.	analyzed	different	types	of	interpreting	errors,	showing	
that	the	most	common	type	of	error	was	omission,	which	has	the	potential	to	affect	the	health	
outcomes	of	patients	(Anazawa	et	al.).	Some	of	the	omission	errors	were	intended	to	avoid	
showing	empathy	or	emotional	validation.	However,	this	can	also	affect	quality	of	care.	“The	
omission	of	minor	words	or	brief	phrases	that	may	convey	empathetic	or	validating	signals	
between	interlocutors,	and	attempts	to	focus	more	narrowly	on	technical	terms,	should	be	
avoided	when	facilitating	communication	during	a	medical	encounter”	(Anazawa	et	al.,	15).	The	
role	of	the	interpreter	is	to	relay	information	factually	and	objectively	from	the	medical	provider	
and	not	to	decide	unilaterally	which	parts	are	or	are	not	relevant.		
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VIII.	Interpreter	Competence/Proficiency		
	 The	importance	of	competency/proficiency	has	been	mentioned	frequently,	not	only	
involving	accurately	conveying	the	original	message,	but	also	adhering	to	the	code	of	ethics	and	
proper	standards	for	interpreters	(“What	Is	Interpreting?”).	Theoretically,	competence	involves	
the	“ability	to	perform	cognitive	tasks	of	mediation	within	a	bi-/multilingual	communication	
situation	at	an	extremely	high	level	of	expectations	and	quality”	(Kalina,	4).	However,	Kalina	also	
suggests	that,	in	reality,	it	is	much	more,	asserting	that	“it	includes	the	ability	to	interpret	in	the	
consecutive	as	well	as	simultaneous	and	any	other	mode	such	as	whispering	or	dialogue	
interpreting,”	and	“the	different	contexts	and	situations	in	which	interpreters	work	require	
comprehensive	and	specific	cultural	and	communication	knowledge”	(4).	Competency	and	
proficiency	essentially	involve	being	able	to	communicate	the	original	message	of	the	speaker	as	
well	as	be	able	to	perform	at	a	high	level	in	all	situations	and	understand	the	cultural	context.	In	
order	to	serve	as	a	competent	interpreter,	they	must	be	able	to	accurately	convey	the	original	
message,	as	discussed	in	the	section	before.	However,	being	a	competent	interpreter	requires	
more	than	just	being	accurate,	it	also	requires	high	cognitive	skills	and	adherence	to	the	code	of	
ethics	for	interpreters	.		
	
IX.	Bilingual/Multilingual		
As	previously	stated,	being	bilingual/multilingual	means	being	able	to	use	two	or	more	
languages	with	equal	fluency.	However,	Chan	et	al.	suggest	that	“bilingual/multilingual	
physicians	may	be	proficient	in	communicating	in	the	same	language	as	a	limited-English-
proficient	patient;	however,	it	would	be	a	mistake	to	assume	language	proficiency	equates	to	
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cultural	competency	or	that	a	limited-English-proficient	patient	might	not	face	additional	
barriers	in	obtaining	medical	care"	(Chan	et	al.,	136).	It	is	important	to	be	able	to	speak	the	
language	and	also	to	understand	how	to	relate	information	given	the	cultural	context.	Even	if	
one	is	fluent	in	another	language,	he/she	may	not	be	familiar	with	specific	medical	terms	unless	
instruction	has	been	received	previously.	For	example,	Chan	et	al.	claim	that	errors	are	common	
among	cross-language	interpretations	by	those	who	have	not	been	specifically	trained	in	medical	
interpretation.		
	
	
X.	Language	Brokering		
Language	brokering	is	often	involved	in	ad	hoc	interpreting.	Tse	states,	“unlike	formal	
interpreters	and	translators,	brokers	mediate,	rather	than	merely	transmit,	information”	(485).	
In	many	cases	of	medical	interpreting,	children	are	used	for	language	brokering,	which	can	have	
a	variety	of	consequences.	Hall	and	Guéry	assert,	“in	addition	to	linguistic,	cognitive	and	social	
knowledge	demonstrated	by	child	language	brokers,	there	is	often	also	an	emotional	demand	
given	the	responsibility	involved”	(35).	A	great	deal	of	pressure	is	put	on	uncertified	children	to	
accomplish	the	difficult	task	usually	put	in	the	hands	of	a	trained	interpreter.	Additionally,	Hall	
and	Guéry	add,	“in	many	languages	brokering	events	the	child	is	literally	in	the	middle,	and	the	
'middle'	can	be	an	emotionally	lonely	place	with	little	support	from	the	adults	involved”	(Hall	and	
Guéry,	35).	There	can	be	many	unintended	consequences	when	it	comes	to	language	brokering.	
Even	if	a	child	is	available	to	interpret,	it	is	not	necessarily	the	best	way	to	provide	satisfactory	
interpreting.		 	
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XI.	Costs	
Several	factors	go	into	detailing	the	difference	in	costs	in	the	different	modes	of	
interpreters,	including	money,	time	and	resources.	Jacobs	et	al.	report	that	an	in-person	
interpreter	can	range	from	$45-150/hour,	compared	to	$1.25-3.00/minute	for	a	telephonic	
interpreter,	or	$1.95-$3.49/minute	for	video	interpreting.	The	average	cost	for	video	interpreting	
is	$61,	compared	to	$31	for	telephonic	interpreting	(Lion	et	al.).	While	the	cost	may	be	covered	
by	insurance,	that	is	not	always	the	case.	Since	interpreting	service	is	now	a	legal	requirement,	it	
can	be	a	burden	to	a	clinic	to	pay	for	an	in-person	interpreter	even	if	quality	of	care	may	be	
higher	with	one	(Jacobs	et	al.).	Especially	in	small	or	rural	practices,	financial	cost	can	have	even	
more	of	a	factor.	“Physicians	in	small	practices	often	cite	cost	as	a	barrier	to	using	trained	
interpreters	and	indeed,	costs	can	be	considerable	[…]	They	also	vary	depending	on	whether	a	
practice	uses	in-person	face-to-face	interpreters,	telephonic	interpreters,	or	video	remote	
interpreting”	(Jacobs	et	al.,	79).	Cost	can	vary	depending	on	the	style	of	interpreting	being	used.	
Each	type	has	its	advantages	and	disadvantages.	One	publication	demonstrated	that	trials	
“showed	that	[video	interpretation]	services	has	considerable	potential	for	increasing	the	
efficiency	of	the	interpreter	services	(less	travel	and	time	costs)”	(Haualand).		
Flores	et	al.	evaluated	the	desired	minimum	number	of	hours	of	training	for	a	medical	
interpreter.	The	findings	suggest	“that	requiring	at	least	100	hours	of	training	for	medical	
interpreters	might	have	a	major	impact	on	reducing	interpreter	errors	and	their	potential	clinical	
consequences	in	health	care,	while	potentially	improving	the	quality	of	care	and	patient	safety”	
(552).	Healthcare	personnel	should	also	be	trained	on	how	to	use	video	remote	interpreting,	
under	federal	law:	“All	healthcare	staff	should	know	how	to	use	the	video	interpreting	
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equipment	and	what	to	do	if	a	problem	arises.	In	fact,	training	how	to	utilize	VRI	properly	is	a	
federal	requirement	under	Section	1557”	(Stratton).	In	order	to	be	able	to	provide	the	highest	
quality	of	care,	there	is	a	large	financial	and	time	commitment,	which	can	be	burdensome	in	
rural	clinics	that	have	little	financial	resources	and	are	often	overloaded	with	work.	
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Chapter	III		
Methodology		
I.	Introduction	
The	purpose	of	this	study	is	to	evaluate	how	healthcare	workers	and	Spanish-speaking	
patients	view	different	types	of	interpreters	in	clinics	and	hospitals	in	the	Gulf	South	region,	with	
Birmingham,	AL,	as	the	focal	point.	I	investigate	the	preference	and	opinion	about	online	versus	
in-person	medical	interpreting.	The	type	of	participant	and	the	location	are	important	aspects	of	
this	study	about	healthcare	providers	and	those	who	interact	with	patients	in	a	clinic	or	hospital	
setting.		
	
II.	Participants		
All	participants	involved	in	this	research	are	ages	18	and	older.	The	participants	reside	in	
the	Mid-South	and	are	native	speakers	of	English.	Eligible	participants	include	physicians,	nurses,	
or	anyone	who	interacts	with	patients	in	a	healthcare	setting.	Participants	work	in	clinics,	
hospitals,	or	private	practices	and	interact	with	patients	on	a	regular	basis.	These	participants	
are	asked	about	their	opinion	on	different	channels	of	interpreters,	as	well	as	if	patients	have	
expressed	preferences	to	their	healthcare	providers.	In	this	study,	30	people	consented	to	
complete	the	survey	(see	appendicies	A	and	B	for	the	survey	template	and	the	consent	form).		
Include	a	table	here	of	their	demographics:		
	
Table	1:	Participants		
Participant	Identifier		 Age		 Profession	 Location		
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B1	 30-40	 Physician		 Hospital	
B2	 30-40	 Physician		 Hospital		
B3	 50-60	 Physician		 Hospital	
B4	 20-30	 Intern		 Clinic	
B5	 60-70	 Nurse		 Hospital		
B6	 30-40	 Physician		 Hospital		
B7	 40-50	 Nurse	 Clinic		
B8	 40-50	 Physician		 Hospital		
B9		 50-60	 Office	Services	
Specialist		
Hospital		
B10	 30-40	 Physician		 Hospital		
B11	 40-50	 Physician		 Hospital		
B12	 40-50	 Physician		 Hospital		
B13	 60-70	 Nurse	 Private	Practice		
B14	 20-30	 Clinical	Assistant	 Private	Practice		
B16	 20-30	 Clinical	Assistant	 Private	Practice		
B17		 20-30	 Clinical	Assistant		 Private	Practice		
B18	 50-60	 Physician		 Private	Practice		
B19		 50-60	 Nurse	Manager		 Hospital		
B20	 30-40	 Nurse		 Hospital		
B21	 40-50	 Physician		 Hospital		
B22	 30-40	 Physician		 Hospital		
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B23		 40-50	 Office	Administrator		 Private	Practice		
B24	 40-50	 Physician		 Private	Practice		
B25	 20-30	 Physician	Assistant		 Private	Practice	
B26	 30-40	 Physician		 Hospital		
B27	 20-30	 Nurse		 Hospital		
B28	 20-30	 Nurse		 Hospital		
B29	 20-30	 Nurse		 Hospital		
B30	 20-30	 Physician	Assistant	 Hospital		
B31	 30-40	 Physician		 Hospital		
	
III.	Locations		
A	majority	of	the	participants	reside	in	the	Birmingham,	AL,	area.	According	to	the	U.S.	
census,	Birmingham,	AL,	has	a	population	of	about	209,880,	with	3.7%	of	that	population	
identifying	as	Hispanic	or	Latino	(U.S.	Census	Bureau	QuickFacts).	Participants	of	this	survey	
come	from	private	practices	and	hospitals,	mostly	from	the	Birmingham	area.	There	are	nine	
hospitals	in	Birmingham,	according	to	American	Hospital	Directory.	Additionally,	there	are	
hundreds	of	clinics	and	private	practices	open	across	the	Birmingham	metro	area.		
When	Spanish-speaking	patients	visit	a	doctor’s	office	or	hospital,	there	is	often	a	need	of	
an	interpreter.	Depending	on	where	the	participants	work,	different	modes	or	styles	of	
interpreting	are	more	common.	For	example,	one	hospital	in	Birmingham	uses	remote	video	
interpreting	most	often,	while	another	uses	telephonic	interpreting	more	frequently.		
	
IV.	Instruments		
	 28	
The	surveys	(see	Appendix	B)	are	kept	confidential,	with	any	identifying	information	kept	
private.	Participants	were	given	the	choice	of	providing	their	contact	information	for	follow-up	
questions	in	informal	interviews.	Surveys	were	sent	electronically	via	SurveyMonkey®	to	
physicians,	nurses,	receptionists,	and	anyone	who	may	interact	with	patients	in	a	healthcare	
setting.	The	survey	consisted	of	ten	questions,	which	took	about	five	minutes	on	average	to	
complete.	Questions	were	asked	about	personal	opinion	of	different	modes	and	channels	of	
interpreters,	if	patients	expressed	an	opinion	about	interpreting,	and	if	the	participants	would	
take	Spanish	classes,	if	given	the	option.	Surveys	were	sent	out	on	February	2,	2020,	and	the	
deadline	was	February	15,	2020.		
Surveys	allowed	a	broad	range	of	healthcare	employees	the	opportunity	to	respond.	In	
total,	31	surveys	were	collected,	30	of	which	were	complete	enough	to	gather	data.	
	
V.	Data	Collection	and	Analysis		
After	the	surveys	were	returned	electronically,	I	qualitatively	evaluated	the	trends	and	
patterns	of	the	responses	to	gain	a	better	understanding	of	how	healthcare	employees	and	
Spanish-speaking	patients	view	different	modes	of	interpreters.	The	one-word	responses	were	
tabulated	and	analyzed.	Furthermore,	I	looked	for	key	words	in	the	responses	that	allowed	
comments.	The	key	words	that	emerged	for	further	study	were:		
Table	2:	Key	Word	Responses	for	What	is	Good	about	Online/Video	Remote/Telephonic	
Interpreting	
Key	Word		 #	of	Mentions		
Interpreter	 11	
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Access	 9	
Language		 8	
Communicate		 7		
Easy		 4	
Time		 4	
Cost	 3	
Quick		 3	
Barrier		 2	
Efficient		 2	
*Variations	of	the	words	presented	above	include	changes	in	inflectional	suffixes,	such	as	tense	(communicated),	or	
lexical	category	changes	such	as	adverbial	forms	(quickly)	of	adjectives	(quick).		
Table	3:	Key	Word	Responses	for	What	is	Bad	about	Online/Video	Remote/Telephonic	
Interpreting	
Key	Word	 #	of	Mentions		
Interpret		 8		
Impersonal		 7		
Awkward	 4	
Misinterpret		 4	
Time		 4	
Connection		 3		
Difficult		 2	
Quality		 2	
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Variations	of	the	words	presented	above	include	changes	in	inflectional	suffixes,	such	as	tense	(misinterpreted),	or	
lexical	category	changes	such	as	nominal	forms	(difficulty)	of	adjectives	(difficult).		
The	next	chapter	will	describe	the	results	of	the	30	surveys	collected	by	the	deadline.	It	will	
provide	tables	for	the	tabulated	responses,	and	indicate	the	key	words	and	trends	of	the	lengthy	
responses.		
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Chapter	IV	
Results	
I.	Introduction		
	 In	this	chapter,	I	will	discuss	the	results	of	the	data	that	I	collected	from	online	surveys	
from	healthcare	workers	in	the	Gulf	South.	Participants	were	given	two	weeks	to	respond	to	an	
online	survey,	and	results	were	analyzed	beginning	on	February	14,	2020.	Thirty	surveys	were	
collected,	with	twenty-nine	of	them	being	completed	enough	to	analyze.	Five	questions	of	the	
survey	(Appendix	B)	had	simple	“yes”	or	“no”	responses,	one	had	the	option	to	check	multiple	
responses,	and	two	questions	were	open	ended.	
II.	The	survey		
The	first	question	asked	if	participants	knew	about	online	medical	interpreting	programs.	
If	they	did,	they	were	asked	which	specific	programs	they	had	heard	of	previously.	On	this	
question,	the	results	were	about	split	between	“yes”	and	“no.”	The	second	question	asked	if	
participants	knew	how	to	work	an	online	interpreting	program,	and	the	option	choices	included	
“yes,”	“no,”	and	“not	applicable.”	On	that	question,	12	responded	“yes,”	15	responded	“no,”	and	
2	responded	“not	applicable.”	The	next	question	asked	which	programs	the	participants	had	
heard	of/	had	used/	had	never	heard	of,	or	if	the	options	were	not	applicable.	The	table	below	
shows	the	results	of	this	question:		
Table	4:	Which	Programs	Medical	Professionals	Have	Heard	of/Have	Used/Have	Never	Heard	of	
	 Video	
Remote	
Interpreting		
Telephonic	
Interpreting		
Online	
Interpreting	
Program	(IE.	
In-person	
Interpreting	
Total	
Respondents	
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Google	
Translate)	
Heard	of		 76.00%	
19	
88.00%	
22	
76.00%	
19	
88.00%	
22	
25	
Have	used		 58.33%	
14	
83.33%	
20	
62.50%	
15	
91.67%	
22	
24	
Never	heard	
of	
57.14%	
4	
14.29%	
1	
57.14%	
4	
0.00%	
0	
7	
Not	
applicable		
50.00%	
1	
50.00%	
1	
100.00%	
2	
50.00%	
0	
2	
	
Next,	participants	were	asked	what	they	thought	was	good	about	online/video	
remote/telephonic	interpreting	and	why	in	a	short	response	question.	Twenty-eight	participants	
chose	to	respond	to	this	question.	Similarly,	they	were	also	asked	what	they	thought	was	bad	
about	these	programs,	and	there	were	twenty-six	respondents.	Subsequently,	they	were	asked	if	
patients	ever	expressed	a	preference	on	the	type	of	interpreter	used,	and	if	applicable,	which	
type.	Eight	respondents	chose	“yes,”	twenty	chose	“no,”	and	there	were	11	comments	left.	
Then,	they	were	asked	if	the	participants	themselves	ever	needed	an	interpreter	to	understand	a	
patient	and	which	type	the	participant	proffered,	if	applicable.	They	were	given	the	opportunity	
to	choose	more	than	one	option,	so	the	totals	do	not	add	up	to	30	participants.	The	chart	below	
describes	the	results	of	this	question:	
Table	5:	Responses	to	if	Respondents	Ever	Need	an	Interpreter,	and	if	so	Which	Kind		
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	 Video	
Remote	
Interpreter	
Telephonic	
Interpreter	
Face	to	
Face	
Interpreter		
Online	
Translation	
Service	
(such	as		
Google	
translate)		
Not	
applicable		
Total	
Respondents		
Yes	 25.00%	
7	
39.29%	
11	
89.29%	
25	
21.43%	
6	
0.00%	
0	
28	
No	 55.56%	
5	
55.56%	
5	
0.00%	
0	
55.56%	
5	
11.11%	
1	
9	
Not	
applicable	
75.00%	
3	
25.00%	
1	
0.00%	
0	
100.00%	
4	
50.00%	
2	
4	
	
Successively,	participants	were	asked	if	they	would	take	classes	in	Spanish	if	given	the	
opportunity,	and	why	they	would	or	would	not.	Twenty-two	of	the	respondents	said	they	would	
take	classes,	seven	said	they	would	not,	and	twenty-one	left	comments	for	their	reasoning.	
Lastly,	participants	were	given	the	option	to	provide	contact	information	if	they	were	open	to	
answering	potential	follow-up	questions.		
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Chapter	V	
Discussion	
I.	Introduction		
	 In	this	chapter,	I	will	analyze	the	date	collected	from	my	online	survey	conducted	through	
SurveyMonkey®.	I	found	that	many	of	the	participants	had	similar	viewpoints	and	opinions	about	
the	different	styles	of	interpreting	available	for	patients.	The	results	from	the	survey	
demonstrate	that	healthcare	workers	do	tend	to	have	a	preference	about	the	type	of	interpreter	
used,	and	sometimes	patients	themselves	indicate	a	preference	of	interpreting	styles.	Results	
also	showed	that	many	participants	would	be	willing	to	take	classes	in	Spanish	if	given	the	
opportunity,	but	they	have	obstacles	preventing	them	from	doing	so.	I	will	discuss	the	key	words	
expressed	throughout	the	survey,	and	how	those	relate	to	the	previous	literature	of	other	
studies'	conclusions	about	different	styles	of	interpreting.		
	
II.	Knowledge	of	Online	Medical	Interpreting	Programs		
	 Participants	were	asked	if	they	had	heard	about	online	medical	interpreting	programs.	If	
they	had,	they	were	asked	to	comment	on	which	ones.	Thirteen	respondents	(44.83%)	answered	
that	they	had	heard	of	these	programs,	while	sixteen	(55.17%)	responded	that	they	had	not.	The	
most	common	response	was	Google	Translate,	with	six	out	of	the	ten	respondents	(60%)	noting	
Google	as	the	main	source	of	online	translation	of	which	they	were	aware.	Two	participants	did	
not	know	the	names	of	the	programs,	but	knew	that	they	existed.	One	participant	said	that	
he/she	had	heard	of	Stratus®,	which,	according	to	its	website,	Stratus	is	an	interpreting	company	
that	helps	patients	with	limited	English	proficiency	in	healthcare	settings	(“Language	Services	
Company	-	Stratus	Video”).	It	offers	video	remote	interpretation	and	telephonic	interpretation.	
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The	last	participant	noted	that	he/she	was	“not	sure	of	the	names,	but	one	is	on	an	iPad	that	
virtually	connects	you	to	an	interpreter	and	the	other	is	through	a	blue	phone.”		
	 When	asked	if	participants	knew	how	to	work	an	online	interpreting	program,	the	results	
were	varied.	Twelve	(41.83%)	answered	yes,	fifteen	(51.72%)	responded	no,	and	two	(6.9%)	said	
that	it	was	not	applicable.	Out	of	the	thirteen	who	were	aware	of	online	interpreting	programs,	
twelve	indicated	that	they	were	well	versed	enough	to	know	how	to	use	them.		
This	is	significant	because	not	only	do	medical	personnel	need	to	know	about	interpreting	
programs,	but	they	need	to	know	how	to	use	them	if	an	in-person	interpreter	is	not	available.	
After	a	lawsuit	in	Maryland	regard	video	remote	interpreting,	LanguageLine	described	the	times	
in	which	VRI	should	be	used	and	under	what	circumstances.	They	wrote	that	staff	must	be	
properly	trained	on	how	to	use	VRI	as	a	federal	requirement	under	Section	1557.	(Stratton)	
III.	Knowledge	of	Different	Types	of	Interpreting	Programs	
	 Participants	were	asked	whether	they	had	heard	of	or	used	various	interpreting	
programs.	Twenty-two	respondents	(73%)had	both	heard	of	and	used	face-to-face	interpreting.	
Twenty-two	(73%)	had	heard	of	telephonic	interpreting	and	twenty	(67%)	had	used	it.	Nineteen	
(63%)	had	heard	of	video	remote	interpreting,	and	fourteen	(47%)	had	used	it.	Nineteen	(63%)	
had	heard	of	online	interpreting	programs,	and	fifteen	(50%)	had	used	them.	Since	participants	
had	heard	of	and	used	various	interpreting	programs,	they	felt	able	to	provide	valid	feedback	
about	their	experiences.	While	it	is	good	to	have	knowledge	about	different	types	of	
interpreting,	it	is	even	more	beneficial	to	have	more	familiarity	with	the	use	of	them.	As	
previously	stated,	it	is	a	federal	requirement	for	healthcare	personnel	to	be	properly	trained	on	
how	to	use	technology	such	as	VRI,	and	also	know	how	to	use	appropriate	alternatives	
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(Stratton).	Healthcare	workers	should	be	trained	on	how	to	utilize	multiple	styles	of	interpreting	
in	case	one	type	is	unavailable	or	not	functioning.		
	
IV.	Positives	of	Online/Video	Remote/Telephonic	Interpreting		
	 In	this	section,	I	review	what	participants	thought	was	good	about	different	styles	of	
interpreting,	and	how	this	relates	to	other	current	studies.	As	I	discuss	each	key	word,	which	may	
relate	to	others,	I	will	describe	how	other	studies	may	agree	or	disagree	with	how	my	
participants	responded.		
One	of	the	key	words	was	interpreter,	which	was	most	commonly	used	when	describing	
the	availability	of	an	interpreter.	Two	respondents	answered	that	online	services	allowed	
interpreting	access	for	languages	not	as	commonly	used,	as	hospitals	and	clinics	do	not	have	to	
staff	multilingual	employees.	Previously,	Kushalnagar	et	al.	described	video	remote	interpreting	
(VRI)	specifically	as	not	constrained	to	geographic	availability	or	time	because	the	interpreter	can	
provide	services	from	anyplace	and	does	not	have	use	his/	her	time	commuting	to	and	from	the	
patient's	location.	The	use	of	online	interpreters	can	provide	information	faster,	without	waiting	
for	the	in-person	interpreter	to	arrive.	However,	in	the	next	section	I	will	discuss	time	issues	in	
regard	to	the	negative	aspects	of	these	styles	of	interpreting.	The	use	of	the	word	interpreter	
was	most	often	conjoined	with	other	key	words	found	in	Table	2,	which	will	further	be	discussed	
below.		
The	key	word	interpreter	was	often	related	to	access,	as	nine	(30%)	participants	
described	how	these	programs	provided	easy	access	to	interpreters	when	a	face-to-face	
interpreter	is	not	readily	available.	In	the	past,	Kushalnagar	et	al.	described	a	large	adoption	of	
video	remote	interpreting	as	the	first	option	to	support	accessible	and	effective	communication.	
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Using	these	services,	there	is	also	a	large	pool	of	interpreters	from	which	to	choose.	Some	
interpreters	may	have	more	experience	in	different	medical	specialties,	which	could	be	
beneficial	for	interpreting	about	specific	diagnostics.	One	participant	mentioned	that	VRI	
provides	“access	to	interpreters	for	those	who	might	otherwise	not	have	it,”	which	implies	that	
using	these	services	is	better	than	using	nothing	at	all.	With	technology	becoming	more	
commonplace,	it	would	not	be	surprising	to	see	these	styles	being	used	more	often	in	the	future.	
One	participant	commented,	“there	will	always	be	access	for	these.	That	is	not	always	possible	
with	face	to	face.”	Sometimes	there	is	no	plausible	way	to	access	a	face-to-face	interpreter,	
whether	it	be	because	of	the	time,	geographic	constrains,	or	lack	of	availability.	However,	if	a	
hospital	or	clinic	has	a	wireless	or	telephone	connection,	there	will	be	a	place	to	use	these	styles	
of	interpreting	if	an	in-person	interpreter	is	not	available.		
Eight	participants	(27%)	used	the	word	language	when	describing	the	positive	aspects	of	
video	remote/telephonic/online	interpreting,	because	these	services	can	provide	interpretation	
for	a	wide	variety	of	languages,	whereas	an	in-person	interpreter	is	typically	limited	in	how	many	
languages	in	which	they	are	competent.	For	example,	one	participant	said	that	these	services	
“allow	interpreting	access	for	multiple	languages	without	staffing	multi-linguists.”	Another	made	
the	point	that	sometimes	an	interpreter	is	needed	for	languages	that	are	less	common,	and	that	
it	would	not	make	sense	to	hire	a	full	time	employee	to	be	able	to	interpret	for	rarely	used	
languages.	One	participant	commented	that	these	services	are	“readily	available	for	more	
languages	than	the	hospital	can	employ	and	for	less	common	languages	such	as	Korean.”	It	may	
be	beneficial	to	hire	multilingual	doctors	in	hospitals	or	clinics	that	receive	patients	with	limited	
English	proficiency	often	and	speak	the	same	language,	although	there	is	also	the	chance	that	a	
patient	may	come	in	speaking	a	specific	dialect	of	a	language	that	an	interpreter	does	not	
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understand	as	well.	One	respondent	has	encountered	this	issue	and	said,	“it	is	also	beneficial	
when	dealing	with	patients	who	have	unique	or	uncommon	dialects	of	a	language.”	It	appears	
that	most	of	my	participants	agreed	that	these	services	are	beneficial	for	the	less	commonly	
used	languages	or	for	dialect	variants	of	a	world	language.		
Communicate	was	used	by	seven	participants	(23%)	to	describe	their	opinions	on	the	
different	styles	of	interpreting	available.	Communication	is	extremely	important	for	interpreters,	
as	their	job	is	to	express	accurately	what	the	provider	and	patient	are	saying	to	each	other.	One	
participant	voiced	approval	that	these	programs/styles	are	beneficial	because	of	the	“availability	
of	the	interpreter	to	communicate	complex	medical	ideas	and	conditions	to	the	family.”	Some	of	
the	ideas	that	an	interpreter	has	to	communicate	are	very	difficult	and	emotional.	As	addressed	
by	Locatis	et	al.,	Kamimura	et	al,	and	others,	using	ad	hoc	interpreters	in	distressing	cases	can	be	
very	difficult.	Using	a	child	as	a	language	broker	to	express	complex	medical	ideas	takes	a	toll.	
Another	participant	noted	that	VRI	services	“allow	people	from	different	cultures/languages	to	
communicate	effectively.”	It	is	important	to	note	the	importance	of	the	interpreter	
communicating	in	a	culturally	competent	manner.	Previous	studies	(Ginde	et	al.;	Wenger)	note	
that	different	cultures	respond	differently	to	various	kinds	of	information,	and	what	level	of	
formality	to	use.	Effective	communication	is	key	when	it	comes	to	interpreting.		
Several	participants	described	these	styles	of	interpreting	as	easy,	often	paired	with	
access.	One	participant	noted	that	they	provide	“easy	access	to	interpreters,	and	an	increase	in	
communication	to	family	members	and	patients.”	It	is	important	for	these	services	to	be	taught	
to	healthcare	personnel	so	that	workers	at	any	level	can	be	able	to	understand	how	to	work	the	
technology.	LanguageLine	promotes	on	their	website	that	the	provide	training	to	help	healthcare	
professionals	to	work	proficiently	with	LEP	patients	(Stratton).	It	is	important	for	those	who	
	 39	
interact	with	patients	with	limited	English	proficiency	to	effectively	set	up	the	monitor	and	
understand	how	to	use	it	in	order	to	provide	the	“easy	access”	that	participants	referred	to	in	
the	survey.		
Another	word	describing	the	positives	of	online/video	remote/telephonic	interpreting	
was	time.	(This	key	word	is	related	to	quick,	which	will	be	discussed	further	in	this	section.)	
Kushanalgar	et	al.,	describing	video	remote	interpreting	previously	said	that	in	emergency	
situations,	VRI	can	quickly	assist	with	communication	easily,	while	an	in-person	interpreter	may	
have	to	travel	to	the	location	in	order	to	provide	his/her	services	(Kushalnagar	et	al.).	Another	
participant	agreed	with	the	previous	study,	saying	that	these	options	are	useful	when	“there	is	
not	an	interpreter	available	for	urgent	or	timely	information	about	a	patient’s	medical	condition	
or	status	that	needs	to	be	communicated	between	staff	and	family.”	Likewise,	a	different	
participant	said	that	these	interpreting	styles	are	“necessary	at	times	when	an	in-person	
interpreter	is	not	available,	or	if	an	in-person	interpreter	may	be	delayed	in	coming	and	urgent	
information	is	needed	to	care	for	the	patient.”	A	common	theme	appears	with	my	participants	in	
being	aware	of	using	these	different	styles	of	interpreters	when	urgent	responses	are	needed.	As	
noted	by	Haualand	online	service	would	increase	accessibility	to	interpreters	for	spontaneous	
circumstances.	The	participants'	responses	parallel	the	previous	research	indicating	that	an	in-
person	interpreter	need		to	travel	to	the	hospital	or	clinic,	but	their	responses	may	differ	if	
hospitals	and	clinics	staffed	an	in-person	interpreter	or	had	bilingual	doctors	or	nurses.		
Cost	was	another	key	word	mentioned	by	several	participants.	They	noted	that	hiring	a	
full	time	in-person	interpreter	can	prove	to	be	costly.	One	participant	said	online	services	would	
be	helpful	because	they	“would	not	have	to	have	an	interpreter	be	present	for	extended	periods	
of	time,	so	it	should	be	more	cost	effective.”		In	a	similar	statement,	another	said,	“this	is	more	
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cost-efficient	than	having	a	full-time	employee	for	languages	that	are	used	infrequently.”	
Kushalnagar	et	al.	previously	had	noted	that	VRI	is	typically	more	cost	effective	because	VRI	
interpreters	are	reimbursed	only	for	the	time	that	they	are	needed,	and	there	are	no	
cancellation	fees	because	prescheduling	is	not	required.	Cost	can	prove	to	be	a	huge	factor	when	
clinics	and	hospitals	decide	which	kind	of	interpreter	to	employ,	especially	in	regard	to	those	
with	more	limited	resources.	The	participants	of	my	study	were	also	aware	of	the	costs	of	
interpreting.		
The	word	quick	was	used	three	times	in	the	short	response	question	of	my	survey.	
Participants	appreciated	that	they	did	not	have	to	wait	for	an	in-person	interpreter	to	arrive	in	
order	to	begin	interpreting.	One	said,	“I	believe	it	is	a	quick	and	easy	way	to	translate	languages	
for	immediate	use.”	However,	in	the	next	survey	section,	some	participants	also	noted	problems	
with	the	amount	of	time	that	it	took	to	wait	for	the	online	programs	to	connect	(it	may	depend	
on	the	speed	of	the	connection	available).	The	healthcare	workers	of	my	study	may	have	had	
differing	experiences	with	the	online	programs,	something	to	investigate	in	further	research.		
A	couple	participants	emphasized	how	these	interpreting	styles	(video/phone/online)	
help	break	barriers.	One	participant	commented	that	remote	interpreting	helped	with	the	
“ability	to	address	language	barriers	without	the	physical	presence	of	an	interpreter.”	Lion	et	al.	
previously	noted	that	language	barriers	are	connected	with	higher	costs,	lower	satisfaction,	and	
a	higher	chance	for	harm	(Lion	et	al.).	Having	access	to	remote	styles	of	interpreting	can	help	to	
break	the	language	barrier	and	increase	patient	satisfaction.	The	same	study	noted	that	
advances	in	technology	have	led	to	an	increase	in	telephone	and	video-based	interpreters,	but	
still,	less	than	33%	of	LEP	patients	receive	professional	interpreting	services.	Some	factors	that	
contribute	to	this	lack	of	professional	help	are	technical	requirements,	time	constraints,	and	
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physicians	choosing	to	use	interpreters	with	nonproficient	language	or	cultural	skills	(Lion	et	al.).	
Telephonic	and	video	interpreting	can	help	break	language	and	cultural	barriers	between	
patients	and	physicians.		
Efficient	was	used	in	a	couple	circumstances	to	describe	participants’	opinions	on	the	
good	parts	about	online/telephonic/video	interpreting.	One	participant	noted	that	it	is	“more	
cost-efficient	than	having	a	full-time	employee	for	languages	that	are	used	infrequently.”	
Similarly,	another	participant	wrote,	“Efficiency.	Would	not	have	to	have	an	interpreter	be	
present	for	extended	periods	of	time	and	should	be	more	cost-effective.”	A	2011	study	noted	
that	video	interpretation	services	have	potential	for	increasing	the	efficiency	of	interpreter	
services	because	there	is	less	time	required	and	lower	costs	associated	with	the	services	
(Haualand).	Cost	and	time	seems	to	be	related	to	efficiency.	Previous	studies	indicate	that	these	
factors	may	make	it	easier	for	locations	with	limited	resources	to	supply	interpretation	services,	
and	my	participants	touch	upon	this	subject	as	well.		
	
V.	Negative	of	Online/Video	Remote/Telephonic	Interpreting		
	 In	this	section,	I	review	what	participants	thought	was	bad	about	different	styles	of	
interpreting,	and	how	their	opinions	relate	to	other	current	studies.		
Interpret	was	commonly	used	when	describing	both	the	positives	and	the	negatives	of	
these	services.	One	participant	stated	that	there	is	the	issue	of	“each	side	not	knowing	the	
inflection	and	tone	being	used	by	the	interpreter,	and	how	that	information	may	be	relayed	to	
the	family	or	back	to	the	medical	team	can	be	very	different	based	on	the	interpreter’s	tone,	or	
the	way	information	or	news	is	interpreted.”	In	this	case,	having	an	interpreter	in	general	instead	
of	a	bilingual	doctor	presents	the	issue.	As	noted	previously,	the	National	Board	for	Certification	
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of	Medical	Interpreters	tries	to	ensure	that	all	certified	interpreters	are	trained	on	proper	tone	
and	interpreting	methods	so	that	the	message	is	communicated	accurately.	More	specifically	
with	video	interpreting,	another	participant	wrote,	“when	the	NP	sees	the	patient,	they	have	to	
log	out	with	the	interpreter,	go	check	with	the	attending,	then	come	back	to	the	room	with	the	
physician	and	log	back	in…	always	a	different	interpreter.”	In	this	case,	a	lack	of	consistency	with	
the	interpreters	can	lead	to	a	lapse	in	communication.	It	is	complex	when	multiple	people	use	an	
interpreting	service	to	speak	with	a	patient	and	it	is	a	different	interpreter	every	time.	Another	
participant	said	he/she	preferred	telephonic	interpreting	compared	to	video	because	“remote	
video	often	interferes	with	the	interpreter	triangle.”	The	interpreter	triangle	is	meant	to	ensure	
that	the	three	parties	involved	are	situated	in	such	a	way	that	the	interpreter	can	see	the	
physician	and	client,	and	the	client	and	physician	speak	directly	to	each	other.		
Impersonal	was	frequently	used	by	respondents	in	regards	to	services	other	than	in-
person	interpreters.	One	previous	study	about	video	interpreting	noted	that	it	was	impersonal	
because	interpreters	are	simply	identified	as	numbers,	and	their	work	is	based	on	the	number	of	
minutes	that	they	are	connected	(Alley).	Not	having	an	in-person	interpreter	took	away	the	
connectional	interaction	in	healthcare,	in	the	opinion	of	several	of	my	participant	healthcare	
workers.		One	participant	wrote	that	it	“diminished	personal	encounter/interaction,”	and	
another	wrote	that	there	is	“not	as	much	of	a	connection	made	with	the	patient	and	family	when	
everyone	is	just	staring	at	a	screen	or	talking	into	a	phone.”	Gadon	et	al.	had	already	noted	that	
physicians	worried	about	the	impersonal	quality	of	telephonic	interpreting	and	services	of	this	
type,	as	described	in	the	literature	review.	One	of	my	participants	said	that	“it	also	minimizes	the	
ability	to	connect	with	your	patient	and	families	given	that	it	provides	a	layer	of	separation.”	The	
required	devices	for	telephonic,	online,	and	video	interpreting	appear	to	provide	a	drawback	
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themselves,	as	healthcare	workers	do	not	feel	that	they	can	make	as	much	of	a	human	
connection	with	their	patients.	The	opinions	of	the	participants	in	the	survey	support	the	
findings	of	other	studies	in	the	current	literature.		
Four	participants	referred	to	these	services	as	awkward.	Studies	such	as	Gadon	et	al.	
referred	to	physicians	feeling	uncomfortable	at	times	using	these	services.	One	participant	
wrote,	“it	can	be	awkward	at	time,	and	medical	staff	and	families	may	feel	uncomfortable	speak	
to/into	a	machine	about	sensitive	or	important	information.”	This	participant	felt	that	speaking	
to	a	piece	of	technology	instead	of	a	person	can	bring	a	sense	of	unease	when	discussing	private	
information.	Another	participant	wrote	that	the	“telephone	is	less	good	because	no	eye	contact	
results	in	awkward	interaction.”	The	same	participant	indicated	that	he/she	prefers	video	
because	it	allows	the	interpreter	to	make	eye	contact	with	the	patient	and/or	the	physician.	Eye	
contact	is	important	to	demonstrate	trust	and	understanding,	but	it	is	also	important	to	see	
other	forms	of	nonverbal	communication.	A	previous	study	of	emotion	conveyed	through	
nonverbal	behavior	in	healthcare	settings	noted	that	nonverbal	cues,	especially	eye	contact,	are	
known	for	conveying	affection	and	emotional	information	(Roter	et	al.).	One	of	my	participants	
wrote	that	“sometimes	the	communication	isn’t	clear,	ie	missed	nonverbal	cues	regarding	
understanding.”	The	literature,	for	the	most	part,	describes	issues	with	telephonic	interpreting	
not	being	able	to	see	the	patient,	which	can	lead	to	awkward	interactions.		
A	few	healthcare	workers	in	my	survey	were	concerned	about	how	interpreters	may	
misinterpret.	One	participant	wrote	that	it	“can	lead	to	misinterpreting	what	someone	means.”	
Another	said	that	it	“may	lead	to	slight	misinterpretations	that	affect	the	conversation.	It	is	not	
clear	from	my	participants	exactly	why	physicians	see	more	of	a	problem	of	misinterpreting	in	
online/telephone/video	interpreting	compared	to	in-person	interpreting.	Kushalnagar	et	al.	had	
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described	how	difficulties	with	a	telephone	or	Internet	connection	can	lead	to	lagging	and	
possibly	missing	words	being	said,	which	can	lead	to	misinterpreting.	However,	no	previous	
studies	investigated	the	notion	that	video	or	telephone	interpreters	were	more	likely	to	commit	
errors	if	the	connection	was	not	a	video.	Nevertheless,	if	the	participants	of	my	study	view	these	
types	of	interpreters	as	less	correct,	then	their	distrust	can	affect	the	care	if	they	do	not	have	
confidence	in	the	interpreting	system	being	used.	One	participant	wrote,	“I	believe	that	
sometimes	the	translation	is	either	wrong	or	the	translation	is	not	culturally	correct,	even	if	the	
words	are	correctly	translated.”	Previous	studies	do	not	support	this	notion	for	telephonic	or	
video	interpreting,	but	there	are	some	studies	that	show	issues	with	Google	Translate:	Groves	
and	Mundt,	for	example	did	find	errors	in	Google	Translate	(Groves	and	Mundt).	Since	my	
participants	did	not	identify	to	which	program	they	were	referring	in	their	responses,	it	is	not	
clear	which	style	of	interpreting	they	were	describing.	Studies	such	as	Groves	and	Mundt	do	
support	healthcare	workers'	claims	of	misinterpreting	online/over	the	telephone/via	computer	in	
my	survey.	One	participant	noted	specifically	that	“Google	Translate	is	not	perfect	and	often	
needs	corrections	from	onsite	interpreters.”	As	a	computer	program,	Google	Translate	is	also	not	
culturally	competent,	which	certified	interpreters	are	trained	to	be.	Misinterpreting	can	be	a	
problem	depending	on	the	service,	so	it	is	important	to	use	qualified	interpreters	in	any	system.	
If	not,	serious	errors	can	be	committed.	
	 While	time	was	a	key	word	for	the	positives	in	the	section	before,	it	is	a	keyword	for	the	
negatives	as	well.	One	participant	said	that	using	telephone	or	video	“places	a	sense	of	
timeliness	to	each	conversation,	as	you	feel	like	you	are	using	up	the	interpreter’s	time	if	a	
conversation	lasts	too	long.”	In	this	case,	the	healthcare	worker	in	my	survey	felt	pressured	to	
not	allow	the	interpreting	service	to	last	too	long	because	of	fear	of	wasting	the	interpreter’s	
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time.	Wasting	time	does	not	seem	to	be	a	common	issue	according	to	previous	literature	
because	the	interpreters	are	paid	for	the	time	they	are	connected.	However,	one	of	my	
participants	said	that	“getting	it	set	up	is	time-consuming,”	in	contrast	with	what	other	
participants	said	about	online	services	being	good	for	urgent	situations	because	of	time	
constraints.	The	difference	between	having	an	on-site	interpreter	or	an	in-person	interpreter	
who	has	to	travel	to	the	site	is	a	concern	for	my	participants.	For	example,	one	participant	
thought	having	an	on-site	interpreter	would	be	more	efficient	than	setting	up	the	technology,	
while	others	thought	that	using	technology	would	be	quicker	than	waiting	for	an	off-site	
interpreter	to	arrive.	One	participant	wrote	that	it	was	“not	a	very	quick	connection	when	in	
emergency	situations.”	Once	again,	the	difference	between	having	an	on-site	interpreter	or	
bilingual	physician	compared	to	having	to	wait	to	set	up	the	program	caused	my	participants	to	
think	about	time.	Locatis	et	al.	had	previously	noted	that	other	providers	and	interpreters	also	
had	issues	with	the	set-up	time	required	for	video	interpreting.	One	of	my	participants	wrote	
that	set-up	was	“cumbersome	and	slower	than	face-to-face.”	However,	Locatis	et	al.	found	that	
in-person	interpreting	interviews	lasted	the	longest,	followed	by	video,	then	telephone.	If	other	
healthcare	workers	of	this	survey	feel	the	same	as	the	one	participant,	then	not	wanting	to	
waste	the	interpreter’s	time	could	factor	into	why	less	time	is	spent	with	telephone	and	video	
interpreting.	From	my	participant	responses,	it	appears	that	the	main	issue	is	with	the	time	it	
takes	to	set	up	the	equipment	to	use	remote	interpreting	services.		
	 One	of	the	key	words	was	connection,	in	reference	to	poor	Internet,	phone,	or	video	
connection.	Slow	or	spotting	connections	can	cause	many	problems	in	interpreting,	as	the	
interpreter	may	have	to	interrupt	the	patient	to	ask	for	repetitions	in	order	to	give	a	complete	
rendering	of	what	was	said.	Interpreters	may	also	miss	words	that	could	be	important	to	the	
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physician.	Kushalnagar	et	al.	had	already	described	how	VRI	can	have	many	technical	problems,	
including	slow	connection,	which	can	negatively	impact	the	effectiveness	of	the	communication.	
The	study	also	suggested	that	since	video	does	require	on	wireless	connection,	the	video	quality	
can	be	below	average.	One	of	the	typical	advantages	of	video	remote	interpreting	over	
telephonic	interpreting	is	the	ability	to	read	body	language;	however,	slow	connections	and	poor	
video	quality	can	diminish	this	advantage.	Several	participants	in	my	survey	noted	technical	
difficulties,	such	as	lags	in	connection	or	audio	issues.	One	participant	wrote,	“quality	issues	with	
speech	transmission	over	another	medium.”	Audio	difficulties	were	a	common	complaint	from	
two	of	my	survey	respondents,	similarly	to	those	noted	by	Kushalanagar	et	al.	One	of	my	
participants	wrote	that	“sometimes	the	connection	does	not	work,	or	the	device	goes	missing.”	
Only	this	participant	mentioned	the	device	going	missing,	but	lost	items	can	lead	to	many	
problems	if	the	device	is	not	even	available	to	be	used.	Several	participants	cited	problems	with	
technological	failure,	which	is	hard	to	prevent,	as	some	problems	are	unforeseen.	Connection	
problems	and	issues	with	technology	can	diminish	the	quality	of	interpreting	services.		
Difficult	was	used	twice	in	my	survey	to	refer	to	disadvantages	with	these	styles	of	
interpreting.	One	participant	noted	that	it	“can	be	more	difficult	than	face-to-face	
interpretation.”	The	participant	did	not	go	into	detail	to	describe	why	he/she	felt	it	was	more	
difficult.	However,	Locatis	et	al.	had	described	earlier	a	similar	phenomenon.	Some	of	my	
participants	felt	that	it	was	easier	to	have	an	in-person	interpreter	instead	of	setting	up	a	video	
device	or	calling	a	service	and	waiting	for	an	interpreter.	Another	physician	in	my	survey	noted	
that	it	was	simply	difficult	for	him	to	trust	what	the	interpreter	was	saying,	especially	since	he	
believed	that	some	languages	do	not	translate	well	into	English.	However,	the	concerns	of	
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accuracy	of	interpretation	would	be	an	issue	with	any	style	of	interpreting	and	not	solely	
online/telephone/video.		
	 As	discussed	with	the	key	word	connection	earlier,	quality	was	also	an	issue	for	some.	
One	participant	felt	that	quality	was	diminished	by	the	simple	presence	of	the	device.	The	
participant	wrote,	“the	video	console	is	intrusive.	You	generally	have	to	talk	at	the	console	rather	
than	the	family,	and	I	have	been	underwhelmed	by	the	quality	of	the	interpretation.”	This	
participant	felt	that	the	quality	of	the	interaction	was	reduced	by	use	of	the	video	console	
system,	as	well	as	the	quality	of	the	interpretation.	Locatis	et	al.	had	discovered	that	providers	
preferred	in-person	interpreting,	in	terms	of	quality,	as	they	rated	about	0.40	above	video	and	
telephone	interpreting.	As	several	of	my	participants	noted,	quality	difficulties	such	as	problems	
with	audio,	have	been	noted	by	other	studies	in	the	literature:	Kushalnagar	et	al.	described	
quality	issues	with	the	telephone	and	video,	which	can	cause	problems	interpreting.		
	
VI.	Interpreter	Preference	
	 Healthcare	workers	in	my	survey	were	asked	if	patients	had	ever	expressed	a	preference	
on	the	type	of	interpreter	used.	Twenty	(71.43%)	responded	with	no,	and	eight	(28.57%)	
responded	with	yes.	Nine	participants	responded	positively	in	the	comments	section	that	
patients	preferred	in-person	interpreters.	One	participant	wrote	that	he/she	have	even	“had	
patients	deny	used	of	a	video	remote	interpreter.”	Another	wrote	about	patient	preferences,	
“In-person.	Easier	to	ask	questions,	and	easier	for	the	interpreter	to	evaluate	comprehension.”	
Of	the	participants	who	did	have	patients	express	preference,	the	preference	was	
disproportionately	for	an	in-person	interpreter.	However,	one	participant	did	say	that	he/she	has	
had	patients	use	both	video	interpreting	and	in-person	interpreting,	and	no	preference	was	
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shown.	It	is	unclear	whether	those	who	responded	with	“no”	had	patients	who	did	not	have	a	
preference,	or	if	they	never	asked	about	a	preference.	Future	research	will	lead	to	greater	detail.	
	 Participants	were	asked	if	they	themselves	ever	needed	to	employ	the	use	of	an	
interpreter	to	understand	a	patient.	Twenty-eight	(93%)	responded	that	they	have	required	an	
interpreter	before.	Participants	were	given	the	option	to	choose	multiple	options,	but	a	large	
majority	chose	an	in-person	interpreter	as	a	preference,	with	twenty-five	participants	(83%)	
choosing	that	option.	Telephonic	was	a	close	second,	with	eleven	participants	(37%)	being	
comfortable	with	that	option,	followed	by	seven	(23%)	being	comfortable	using	a	video	remote	
interpreter.	The	preference	is	surprising	because	there	seem	to	be	more	critiques	about	
telephonic	interpreting	compared	to	video	because	of	not	being	able	to	read	nonverbal	cues	
over	the	telephone.	However,	as	seen	in	a	previous	question,	only	fourteen	participants	(47%)	
had	used	video	interpreting	in	the	past,	compared	to	twenty	(67%)	who	had	used	telephonic	
interpreting.	Overall,	both	healthcare	workers	of	this	survey	and	their	patients	seem	to	show	a	
preference	for	in-person	interpreters,	when	given	an	option,	in	accordance	with	Locatis	et	al.,	
who	found	that	both	healthcare	workers	and	interpreters	preferred	in-person	interpreters,	and	
video	over	telephone.	
	
VII.	Spanish	Classes		
	 The	last	question	on	the	survey	asked	participants	if	they	would	take	Spanish	classes	if	
given	the	opportunity,	and	they	had	the	option	of	leaving	a	comment	of	why	or	why	not.	
Twenty-two	(76%)	responded	“yes,”	and	seven	(24%)	responded	“no”.	Twenty-one	participants	
chose	to	explain	their	choices.	All	seven	who	said	no	cited	lack	of	time	as	their	main	reason.	One	
also	noted	having	no	Spanish	background	as	a	possible	barrier.	A	couple	of	participants	showed	
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regret	for	not	investing	in	learning	Spanish	earlier	on	in	their	career	because	they	felt	that	it	was	
too	late	to	start	now.	One	participant	wrote,	“I	don’t	see	enough	patients	who	speak	Spanish	to	
be	able	to	practice	consistently.”	She	expressed	concern	that	she	would	not	be	able	to	retain	the	
knowledge	without	being	able	to	practice	it	consistently.		However,	a	majority	of	respondents	
still	expressed	interest	in	learning	Spanish	because	they	felt	that	it	would	help	them.	For	
example,	a	participant	wrote,	“it	would	be	helpful	to	know	basic	medical	terms	in	Spanish	to	help	
patients.”	Even	if	it	were	simply	to	put	the	patients	more	at	ease,	healthcare	workers	in	my	
survey	wanted	to	contribute	to	patient	comfort:	“it	would	be	helpful	to	understand	medical	
Spanish	so	I	could	better	interact	with	my	patients.”	Knowledge	of	basic	Spanish	could	help	
physicians	have	a	little	bit	better	understanding	of	the	responses	of	their	patients,	as	one	
participant	wrote	that	it	“makes	it	easier	to	make	sure	the	interpreter	translates	my	questions	
properly	and	at	some	point,	it	would	cut	down	office	visits	to	half	[the	time]	without	having	to	
wait	for	interpretation	back	and	forth.”	In	this	case,	having	a	background	of	Spanish	serves	as	
reassurance	that	the	interpreter	is	correctly	relaying	all	the	information	properly.	It	also	would	
help	speed	up	the	process,	as	physicians	may	be	able	to	gather	basic	information	while	waiting	
on	an	interpreter	to	arrive	for	more	complex	information.	One	participant	put	forth	the	idea	that	
the	Spanish	population	is	growing	so	rapidly	that	it	is	making	it	necessary	to	learn	Spanish,	
writing	that	the	“population	has	changed	dramatically	over	the	last	20	years	and	the	need	is	
much	greater	today	to	be	able	to	communicate	with	Spanish	speaking	patients,	particularly	older	
ones.”		The	participants	of	this	survey	recognized	that	the	Spanish-speaking	population	is	
continuously	growing,	so	it	is	important	to	address	these	language	barriers.	One	participant	
wrote	that	“it	would	be	nice	to	be	able	to	communicate	with	a	group	of	people	who	also	need	
health	care	and	sometimes	aren’t	given	the	same	access	because	of	the	language	barrier.”		Most	
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participants	understand	that	Spanish	is	important	in	healthcare,	and	the	ones	who	responded	
that	they	would	not	take	classes	indicated	that	they	do	not	believe	they	have	the	extra	time	to	
spare.	However,	a	majority	of	my	survey	participants	realize	that	basic	communication	could	
help	to	put	patients	at	ease,	at	least	minimally,	without	the	need	of	an	interpreter.		
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Chapter	VI	
Conclusion	
I.	Purpose		
	 The	purpose	of	embarking	on	this	study	was	to	evaluate	how	healthcare	workers	viewed	
different	styles	of	interpreting.	The	results	of	my	qualitative	study	were	mostly	in	line	with	the	
current	literature.	Most	of	my	participants	expressed	the	opinion	that	they	would	choose	to	
have	an	in-person	interpreter	if	given	the	option,	which	follows	previous	studies,	such	as	Locatis	
et	al.	Opinions	mostly	differed	on	the	amount	of	time	required	for	the	different	styles	of	
interpreting,	with	some	noting	that	it	is	quicker	to	use	telephone	or	video,	while	other	saying	
that	it	is	quicker	to	have	an	in-person	interpreter.	Some	participants	noted	that	if	the	interpreter	
is	staffed	on-site	by	the	clinic	or	hospital,	it	would	likely	be	faster	to	use	in-person	than	setting	
up	an	online	service.	However,	if	the	interpreter	has	to	travel	to	the	site,	it	is	likely	faster	to	use	
telephone	or	video	services.	Most	healthcare	workers	in	my	survey	do	seem	to	understand	the	
importance	of	having	a	basic	understanding	of	Spanish.	While	some	cited	barriers	preventing	
them	from	learning	it	themselves,	most	agreed	that	it	is	an	important	skill	in	the	healthcare	
industry.		
	 My	study	has	shown	that	not	all	healthcare	workers	in	hospitals	and	clinics	in	the	Gulf	
South	have	heard	of	or	frequently	use	video	remote	interpreting,	but	almost	all	are	familiar	with	
face-to-face	interpreting.	More	participants	in	my	study	had	used	telephone	interpreting	
compared	to	video,	which	makes	sense	because	video	services	are	a	newer,	more	expensive	
technology	(Jacobs	et	al.).	Many	participants	in	my	study	were	aware	of	the	costs	of	the	different	
styles	of	interpreting.	While	they	did	prefer	a	full-time	in-person	interpreter,	they	were	
conscious	that	this	option	was	more	expensive	than	telephonic	and	video	interpreting.	All	
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participants	were	aware	that	online	programs	such	as	Google	Translate	were	not	entirely	reliable	
for	accurate	medical	interpreting.		
	 Healthcare	workers	in	my	survey	showed	an	appreciation	of	the	different	styles	of	
interpreting,	such	as	telephonic	and	video	interpreting.	While	they	do	see	the	drawbacks,	they	
understand	that	it	is	not	always	possible	to	have	an	interpreter	come	to	the	hospital	or	clinic	
face-to-face,	whether	it	be	the	cost	of	employing	one,	travel	time,	or	the	urgency	of	the	matter.	
It	is	clear	that	using	these	services	is	preferable	to	using	no	interpreter	at	all,	or	even	placing	the	
pressure	on	an	ad	hoc	interpreter	to	do	the	job.		
	
II.	Limitations		
	 Delivering	the	survey	through	SurveyMonkey®	did	have	certain	limitations.	A	couple	of	
the	questions	may	have	been	unclear	to	the	respondents,	given	that	some	answered	differently	
to	similar	questions.	For	example,	one	question	asked	if	participants	knew	about	online	medical	
interpreting	programs,	with	only	thirteen	responding	“yes.”	Later	in	the	survey,	nineteen	
responded	that	they	had	“heard	of”	online	interpreting	programs,	and	twenty	responded	that	
they	had	“heard	of”	remote	video	interpreting,	which	is	an	online	source.	In	a	similar	type	of	
question	that	gave	the	option	for	healthcare	workers	to	respond	if	they	ever	needed	an	
interpreter	and	what	type	they	preferred,	they	had	the	ability	to	choose	more	than	one	option.	
Furthermore,	in	the	question	asking	if	patients	expressed	a	preference	on	the	type	of	interpreter	
used,	respondents	who	answered	“no”	did	not	specify	if	patients	did	not	have	a	preference	or	if	
they	simply	had	never	asked	patients	if	they	did	have	a	preference.		
	
III.	Future	Research		
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	 There	is	much	research	that	needs	to	be	continued	on	different	styles	of	interpreting	in	
the	healthcare	arena.	Given	that	so	much	research	focused	on	the	costs	of	getting	certified	and	
how	much	interpreters	get	paid,	more	research	should	be	done	on	the	cost-benefit	ratio	of	
certification	fees	vs.	salaries.	Interpreters	could	be	asked	if	the	cost	and	time	required	to	become	
certified	was	rewarded	at	the	end.	More	research	could	be	done	comparing	telephonic	and	
video	interpreting,	when	using	an	in-person	interpreter	is	not	possible.	It	was	unclear	in	my	
survey	if	healthcare	personnel	who	responded	negatively	when	asked	if	patients	had	a	
preference	answered	“no”	because	they	did	not	have	a	preference	or	because	they	were	unsure	
of	what	the	preference	was.	Furthermore,	it	would	be	worthwhile	to	see	if	healthcare	workers	
would	be	open	to	the	idea	of	Spanish	training	given	on	the	job	in	order	to	better	understand	the	
basics	and	provide	the	ability	to	discuss	daily	activities	while	waiting	for	an	interpreter	to	arrive	
or	for	the	equipment	to	be	set	up.		
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Appendix	A:	Consent	Forms	
Consent	to	Participate	in	Research	
Study	Title:	Patient	Options	of	Medical	Spanish	in	Mississippi	Clinics	
Investigator	 Faculty	Sponsor	
Margaret	Hayslip	 Felice	Coles,	Ph.D.	
Department	of	Modern	Languages		 Department	of	Modern	Languages	
C-115	Bondurant	Hall		 E-210A	Bondurant	Hall	
University	of	Mississippi	 University	of	Mississippi	
University,	MS	38655	 University,	MS	38655		
205-566-8159	 (662)	915-7702	
mailto:mlhaysli@go.olemiss.edu	 fcoles@olemiss.edu	
By	checking	this	box,	I	certify	that	I	am	18	years	of	age	or	older.	
	
The	purpose	of	this	study	
I	would	like	to	investigate	the	options	for	methods	of	interpretation	(in	person	or	online)	that	
Spanish-speaking	patients	are	presented	with	in	medical	clinics,	and	their	opinions	of	the	
options.	
	
What	you	will	do	for	the	study	
1.	 You	are	asked	if	you	would	like	to	answer	a	few	questions.	
2.	 You	sign	consent	forms.	
3.	 Investigator	asks	four	questions,	recording	responses.	
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4.	 You	respond	with	your	opinions	and	preferences.	
5.	 Investigator	thanks	you	for	participating	and	you	proceed	to	your	appointments.	
Audiotaping	
You	will	be	videotaped	while	you	perform	the	tests	during	the	‘Test	day’	so	that	we	can	quote	
interview	answers	more	accurately.	
	
Time	required	for	this	study	
This	study	will	take	about	5-10	minutes.	
	
Possible	risks	from	your	participation	
There	are	no	anticipated	risks	to	you	from	participating	in	this	study.	
	
Benefits	from	your	participation	
You	should	not	expect	benefits	from	participating	in	this	study.	However,	expressing	hopes	and	
beliefs	for	the	future	might	help	promote	the	need	for	better	interpreting	options	and/or	
Spanish-speaking	doctors	and	improve	the	overall	health	of	our	society	
	
Confidentiality	
All	information	in	the	study	will	be	collected	from	you	confidentially:	it	will	not	be	possible	for	
anyone,	even	the	researchers,	to	associate	participants	with	your	responses.	
Confidentiality	and	Use	of	Video	Tapes	
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This	will	allow	us	to	record	and	review	the	responses	from	the	interviews.	Only	experimenters	
on	the	research	team	will	have	access.	Tapes	will	be	destroyed	12	months	after	participation.	
Tapes	will	be	stored	on	a	USB	port.	
	
Right	to	Withdraw	(Adapt	language	to	your	study)	
You	do	not	have	to	volunteer	for	this	study,	and	there	is	no	penalty	if	you	refuse.		If	you	start	
the	study	and	decide	that	you	do	not	want	to	finish,	just	tell	the	investigator	and	everything	
will	be	stopped.	 Whether	or	not	you	participate	or	withdraw	will	not	affect	your	current	or	
future	relationship	with	the	Department	of	Modern	Languages,	or	with	the	University,	and	it	
will	not	cause	you	to	lose	any	benefits	to	which	you	are	entitled.	
	
IRB	Approval	
This	study	has	been	reviewed	by	The	University	of	Mississippi’s	Institutional	Review	Board	
(IRB).	 If	you	have	any	questions	or	concerns	regarding	your	rights	as	a	research	participant,	
please	contact	the	IRB	at	(662)	
915-7482	or	irb@olemiss.edu.	
	
Please	ask	the	researcher	if	there	is	anything	that	is	not	clear	or	if	you	need	more	
information.	When	all	your	questions	have	been	answered,	then	decide	if	you	want	to	be	in	
the	study	or	not.	
	
Statement	of	Consent	
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I	have	read	the	above	information.		I	have	been	given	an	unsigned	copy	of	this	form.		I	have	
had	an	opportunity	to	ask	questions,	and	I	have	received	answers.		I	consent	to	participate	in	
the	study.	
Furthermore,	I	also	affirm	that	the	experimenter	explained	the	study	to	me	and	told	me	about	
the	study’s	risks	as	well	as	my	right	to	refuse	to	participate	and	to	withdraw.	
	
I	understand	that	this	survey	is	to	support	the	research	for	an	undergraduate	thesis	at	the	
University	of	Mississippi.	The	focus	will	be	on	views	of	different	modes	of	interpreters	in	
healthcare	settings.	By	participating	in	this	study,	I	am	certifying	that	I	am	age	18	or	older.		
I	understand	that	I	am	responding	to	this	survey	voluntarily.		
I	understand	that	I	will	receive	no	financial	compensation.			
I	understand	that	I	am	an	anonymous	volunteer.		
After	due	consideration,	I	do	hereby	authorize	The	University	of	Mississippi,	its	assignees,	agents,	
employees,	designees,	and	those	acting	pursuant	to	its	authority	(“UM”)	to:		
a. Record	my	participation	and	appearance	on	video	tape,	audio	tape,	film,	photograph	or	
any	other	medium	(“Recordings”).		
b. Use	my	name,	likeness,	voice	and	biographical	material	in	connection	with	these	
recordings.		
c. Exhibit,	copy,	reproduce,	perform,	display	or	distribute	such	Recordings	(and	to	create	
derivative	works	from	them)	in	whole	or	in	part	without	restrictions	or	limitation	in	any	
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format	or	medium	for	any	purpose	which	The	University	of	Mississippi,	and	those	acting	
pursuant	to	its	authority,	deem	appropriate.			
d. I	release	UM	from	any	and	all	claims	and	demands	arising	out	of	or	in	connection	with	the	
use	of	such	Recordings	including	any	claims	for	defamation,	invasion	of	privacy,	rights	of	
publicity,	or	copyright
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Appendix	B:	Survey	
Q1:	I	agree	to	the	above	information	and	certify	that	I	am	18	years	or	older.	
Q2:	Do	you	know	about	online	medical	interpreting	programs?	If	yes,	which	ones	have	you	
heard	of?	
Q3:	Do	you	know	how	to	work	an	online	interpreting	program?	
Q4:	Please	check	how	the	following	applies	to	you	regarding	video	remot	interpreting,	
telephonic	interpreting,	online	interpreting	programs	(ie.	Google	translate).	
	 Have	Heard	of		
	 Have	Used		
	 Never	Heard	of		
	 Not	applicable		
Q5:	What	do	you	think	is	good	about	online/remote	video/telephonic	interpreting?	Why?		
Q6:	What	do	you	think	is	bad	about	online/remote	video/telephonic	interpreting?	Why?		
Q7:	Do	patients	ever	express	a	preference	on	type	of	interpreter	used	(ie.	online	vs	in	person)?	
If	yes,	which?	
Q8:	Do	you	ever	need	an	interpreter	to	understand	a	patient?	If	yes,	what	kind	of	interpreter	
do	you	prefer?	
Q9:	If	you	had	the	opportunity	to	take	classes	in	Spanish,	would	you?	Why	or	why	not?	
Q10:	If	you	are	open	to	answering	some	potential	follow	up	questions,	please	provide	your	
contact	information.	All	names	will	remain	anonymous		
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